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Such is a short history of the resident pupil system. It has stood the test of
time for two centuries; and it is the (lirect outcome of the system of apprenticeship
which endured for four centuries.
For six hundred years it has given the medical student practical training in his
real mission in life: the age-long fight with disease and with death.
lI'he limitations of Medicine in this battle are only too obvious, nevertheless the
unending struggle must continue, for, as the Preacher said so long ago:-
"No man hath power over the spirit to restrain the spirit; neither hath he
power in the day of death, and there is no discharge in that war."
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Carcinoma of the Small Intestine
WIth Report of a Case
By R. J. W. WITHERS, M.D., M.CH., F.R.C.S.
Late R.S.O., Crumpsall Hospital, Manchester
SINCE Lubarsch first described a primary malignant tumour of the small intestine
in 1880, many articles have been written on this subject, especially by American
authors. Unfortunately it is not possible to learn much about the clinical histories
of the published cases,as the majority of these have been written from a pathological
rather than a clinical standpoint.
There can be little doubt as to the rarity of carcinoma of the small intestine,
references to it being for the most part very brief in the modern standard textbooks
of surgery.
Up to 1931, Barnhart could only find seventy-seven case reports of this condition
in a review of the literature, and in November, 1937, Bernard Kalayjian had been
250able to (discover thirty-five furtlher reports, and a(lde(1 two of his own. And so, up
to the end of last scar, only 114 case reports on small gut carcinoma had been
published.
A most complete study of small bowel tumours was published by Raiford in
1932, in which he rexiewed 11,500 post-mortems and 45,000 surgical specimens in
Johns Hopkins Hospital. Out of this material he coul(d find only eighty-eight cases
of small gut tumours. Of these, thirty-eight were maliginant, and a mere sixteen
of these malignanicies were carcinomnatous. Seven of these carcinomata were
duodenal, four were jejunal, tlhree wxere ileal, and two were of indeterminate
positionl. In the same series the niumber of gastro-intestinal cancers was 776.
Brill reported 3,563 cases of malignant bowel tumours, with eighty-nine, or 2.5
per cent., in the small intestine.
Jolhnson, in a report from the Vienna (General Hospital, founcl 343 cases of
intestinal cancer, only tenl of which occurred in the small gut. Rankin and Mayo
recorded, up to 1929, all the cases of bowel growtlhs in the Mayo Clinic. 'I'here
were 4,597 bowel malignancies, with fifty-five cases in the small gut, and only
fourteen of these were ileal in position.
Nickerson and Williams report eight cases of small bowel cancer in 11,206 post-
mortems. 'I'he incidence in the small gut was 2.33 per cent. in relation to cancer
of the gastro-intestinial canal generally. Of their cases, six were duodenal and two
jejunal; none occurre(l in the ileum.
Nettrour of the Mayo Clinic found canicer of the large bowel eighty times as
frequent as canicer of the small gut.
Out of 123 proved intestinal cancer cases in Crumpsall Hospital, Manchester,
during the past three years, I can only find one occurring in the small intestine.
SITE OF THE GROWTH.
'T'here does niot seenm to be universal agreiement as to wlhich part of the small gut
is most commonly affecte(d by cancer. Ewinig gives 57 per cent. of small gut
cancers as duodenal. Jefferson bears this out, finding the duodenum affected in
48 per cent. of seventy-one cases.
Rowe and Neely give full case histories, operation findings, and pathological
reports of cight cases of primary small gut malignanacies. Five of these were adeno-
carcinomata, two were lymphoblastomiiata, andl one a colloid carcinoma of the
(luodeenum. All the adeno-carcinomata were in the jejunum, all were within thirty-six
inches of the duodeno-jejunal junction, and all had secondaries in the mesenteric
lymph-glands. Of the five cancer cases, only one survivedl operation, and was alive
and well one year afterwards.
Doub reported fifteen cases of malignant small gut, of which nine, or 60 per
cent., were duodenal and were carcinomatous. Of the others, three were cancers
of the jejunum and three carciinoi(d tumours of the ileum. Nettrour found the
jejunum most commonily affectedl by cancer inl the Mayo Clinic.
It does appear fairly (lefiniite that the ileum is the most immune part of the small
gut to cancer formation, and so the case which I wish to put on record is interesting,
as the affected part was the ileum, two feet proximal to the ileo-caecal junction.
251PATHOLOGY.
Ewing states that it is a rare occurrence for a cancer of the small intestine to
start in a pre-existing polyp, and he is of the opinion that by far the greatest
number are of adeno-carcinomatous type. Many produoe a small bobbin-like
growth which rapidly constricts the lumen of the intestine and obstruction occurs.
Others are fleshy and sprout into the lumen of the bowel with the usual sequelae
of ulceration, hwmorrhage, and severe anoemia.
The earlier articles on this subject lay stress oni the fact that metastases occur
late in the disease, but more recent writers are all agreed that early and extensive
metastases are almost the rule. In Craig's report of thirty-six cases, metastases
occurred in 53 per cent., and in Rowe and Neely's series, all, including the
successfully resected case, had large mesenteric glandular secondaries.
SYMPTOMS.
The average age of patients seen with this disease is giveni by Keyser (quoted
by Nixon) as 43.9 years.
Many authorities state that the sexes are about equally affected, but it is im-
portant to note that most of the recent articles show a very large percentage as
occurring in females.
Few cases are diagnosed before operationi; pernicious anamia and duodenal
ulcer are sometimes simulated, so that vital time, prior to the onset of obstructioni,
is let slip past in wrongly directed treatment.
Nickerson and Williams give seven to eight months as the average duration of
the symptoms before operation.
Two symptoms stand out as being of the utmost importance in making a
diagnosis in the early stage: -
1. Cramnpy epigastric or umbilical pain, which usually comes on shortly after
the "big meal" of the day, is of paroxysmal type and is usually unaffected by the
administration of alkalis.
2. Nausea.-This symptom appears in almost all the cases recently reported by
Nixon, Kalyjian, and Rowe and Neely, and is early in its advent. It usually exists
alone, but may be accompanied by occasional vomiting.
Later the presenting symptoms are those associated with the cancer state, withl
haemorrhage from the growth, or with sub-acute or acute intestinal obstruction.
In Wheeler's case a lump was palpable, which turned out at operation to be the
growth itself. In other cases a soft "lump" can be felt often to the left of the
umbilicus, but this rises and falls and has been ascribed to a peristaltic wave
passing over a greatly dilated loop of the small gut immediately proximal to the
growth.
PROGNOSIS.
Recently, especially in America, improved radiological technique has shown that
in future more of these cases will be diagnosed correctly before operation, and
there is the hope that the results of treatment, which up to the moment leaves a
lot to be desired, will be greatly improved.
252Rankin and Mayo give the average duration of life as less than one year after
operation. Rankin reports no case alive after three years. Nixon has one patient
alive fourteen months, and Lynch one six years after operation. It is interesting
that Craig found the prognosis in his series better for cancers of the ileum than
for jejunal cases. The operative mortality is at least 20 per cent., with another 20
per cent. dying within five weeks of operation.
TREATMENT.
In short, this consists of resection of the growth with a liberal amount of sur-
rounding bowel along with the glands in the corresponding part of the mesentery.
It may not always be possible to carry out this treatment in one stage on account
of obstruction, so that often a lateral anastomosis short-circuiting the area of
growth is required before the resection proper can be attempted. As the majority
of these growths occur in the upper part of the small bowel they do not readily
lend themselves to enterostomy resection on account of the difficulty of removing
enough mesentery to be sure of getting above the highest invaded gland.
CASE REPORT.
J. D., a female aged fifty-eight years, was admitted to hospital complaining of
abdominal pain for six weeks. She stated that the pain was of gradual onset
and was like "cramps" in the upper part of the abdomen and round the umbilicus.
The pain usually came on about one and a half hours after the mid-day meal,
lasting about three-quarters of an hour, and was not eased by alkaline powder,
of which she took large quantities.
Nausea was present from the onset of the illness, and was described as being like
"bad sea-sickness, but nothing came up." Vomiting started a fortnight before
admission, and soon occurred after each meal, being green in colour and almost
projectile in type. For two days before she came to hospital the pain was almost
continuous, and at the height of its severity, a lump appeared to the patient to
rise up above the umbilicus and travel across the abdomen to the left side. Her
bowels had been confined for three days. On further questioning she would not
admit to abdominal discomfort of any sort until the onset of her present complaint.
On examination it became obvious that the patient was suffering from almost
complete intestinal obstruction, the cause of which was thought to be a carcinoma
of the transverse colon. Following two enemata and an intravenous glucose saline,
the abdomen was rapidly explored through a right paramedian incision under light
Percaine spinal anesthesia.
The small bowel was distended, and at the junction of the distended with the
contracted part, a small hard growth was found in the gut wall and this had
caused almost complete stenosis of the lumen of the intestine. It was about two
feet proximal to the ileo-ceecal junction. In relation to the mesenteric vessels
supplying the affected part, four hard and enlarged lymph-glands were discovered.
The para-aortic lymph-glands were not affected, and the rest of the peritoneum
and the liver were free from deposits.
None of the other abdominal organs were affected by cancer, and so it was
thought that this was a case of primary ileal carcinoma.
253An entero-anastomosis was then carried out of side to side type, thus excluding
the loop containing the growth and leaving about fifteen inches of gut for future
resection. The abdomen was drained. Following this operation, aided by intra-
venous drip saline, the patient rapidly improved.
Four weeks afterwards, using light Percaine spinal anaesthesia, the abdomen
was reopened through the old incision. The anastomosis and the loop containing
the growth was withdrawn from the abdomen (see photograph 1), and a formal
resection of about ten inches of this loop with the growth was then carried out,
the mesentery containing the secondary glandular deposits also being removed.
The recovery from this second operation was quite uneventful, and the patient was
discharged from hospital four weeks afterwards. The removed specimen (see
photograph 2) shows a small adeno-carcinoma in which colloid changes are
occurring. The peritoneum over the growth is invaded, and the lymph-glands also
show secondary adeno-carcinomatous deposits.
The patient is alive and well at the moment of presenting this case, nine months
after operation. She has gained one and a half stones in weight since her discharge
from hospital, and is completely free from any signs or symptoms of recurrence
of the growth.
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Fig. 1.
Ihe anastomosis carried out at the first operation
is seen at the upper part of the loop. The
carcinoma is seen at the lower part of the loop.
Note the dilatation and hypertrophy of the gut





The specimen is here shown opened out. The
proximal portion is below.